Stigma and utilization of treatment for adolescent perinatal depression in Ibadan Nigeria by Kola, Lola et al.
RESEARCH ARTICLE Open Access
Stigma and utilization of treatment for
adolescent perinatal depression in Ibadan
Nigeria
Lola Kola1,2,3* , Ian M. Bennett4,5,6,7, Amritha Bhat4, Olatunde O. Ayinde1, Bibilola D. Oladeji1, Dolapo Abiona1,
Jibril Abdumalik1, Neda Faregh6,7, Pamela Y. Collins5 and Oye Gureje1
Abstract
Background: Depression is a common and severe disorder among low-income adolescent mothers in low-and
middle-income countries where resources for treatment are limited. We wished to identify factors influencing
health service utilization for adolescent perinatal depression, in Nigeria to inform new strategies of care delivery.
Methods: Focus Group Discussions (FGDs) were conducted among purposively selected low-income young
mothers (with medical histories of adolescent perinatal depression), and separately with primary care clinicians
treating this condition in Ibadan, Nigeria. Participants from this community-based study were from the database of
respondents who participated in a previous randomized control trial (RCT) conducted between 2014 and 2016 in
28 primary health care facilities in the 11 Local government areas in Ibadan. Semi-structured interview guides,
framed by themes of the Behavioral Model for Vulnerable Populations, was developed to obtain views of
participants on the factors that promote or hinder help-seeking and engagement (see additional files 1 & 2). FGDs
were conducted, and saturation of themes was achieved after discussions with six groups. Transcripts were
analyzed using content analysis.
Results: A total of 42 participants, 17 mothers (who were adolescents at the time of the RCT), and 25 care
providers participated in 6 FGDs. The availability of care for perinatal depression at the primary care level was an
important enabling factor in healthcare utilization for the adolescents. Perceived health benefits of treatment
received for perinatal depression were strong motivation for service use. Significant stigma and negative
stereotypes expressed by care providers towards adolescent pregnancy and perinatal depression were obstacles to
care. However, individual patient resilience was a major enabling factor, facilitating service engagement. Providers
trained in the management of perinatal depression were perceived to deliver more tolerant and supportive care
that adolescent mothers valued.
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Conclusions: Participants identified unsupportive and stigmatizing clinic environments towards pregnant and
parenting adolescents as significant barriers to accessing available care. Interventions to reduce stigma among
healthcare providers may improve services for this vulnerable population.
Keywords: Perinatal depression, Adolescent, Pregnancy, Stigma, Health care utilization, Resilience, Low- and middle-
income country
Background
Maternal health care for adolescents is complex and in-
volves a range of psychosocial issues while also requiring
attention to both the developmental needs of the child-
parents and medical problems related to the pregnancy
[28]. Approximately 95% of all births to girls under age
18 occur in low- and middle -income countries (LMICs),
where supporting infrastructure for healthcare is limited
(UNFPA, 2013). Perinatal depression (PD), occurring
during pregnancy and in the year postpartum, is com-
mon among adolescent mothers than older mothers of
childbearing age [4, 24]. The occurrence of PD among
adolescents complicates their unique age-and
development-related challenges and thus demands ser-
vices attuned to the unique needs of this age group. Evi-
dence from Nigeria suggests that children of adolescent
mothers with depression have poorer outcomes [21].
However, Nigeria, like other low resource nations of the
region, lacks adequate numbers of trained care providers
as well as appropriate infrastructure to support high
quality primary maternity care for adolescents [31].
Adolescent mothers in LMICs have reported a high
degree of stigmatizing attitudes regarding adolescent
sexual activity from healthcare providers, which reflects
broader social and cultural forces to healthcare partici-
pation [3, 14, 20, 29]. Self-stigma and younger age have
been associated with mental help-seeking among young
people [12], and perinatal adolescents with depression,
have reported additional experiences of social stigma
from family members, partners, and people in their so-
cial environments, as barriers to health care utilization
[13]. Stigma is a fundamental cause of health inequities
[10] and stigmatizing attitudes from clinic staff may lead
to dissatisfaction with the health system, reduce the like-
lihood of help-seeking, and eventually compromise ma-
ternal and infant health outcomes [11, 18, 30]. These
finding suggest that programs addressing perinatal de-
pression in adolescents may need to address stigma to-
wards their pregnancy to be effective.
We wished to explore factors associated with care for
adolescents with perinatal depression in an urban setting
in Nigeria and identify potential interventions to im-
prove care utilization. In this study, we utilized the Be-
havioral Model for Vulnerable Populations [7], which
provides a systematic framework for exploring how
vulnerable individuals engage with the health service. Spe-
cifically, our research question was, how does predisposing,
enabling, and need factors impact the health service
utilization experiences of perinatal adolescents with
depression?
Methods
Subjects and study setting
This qualitative study was carried out in Ibadan, South-
west Nigeria. Using purposive sampling, we selected par-
ticipants from our database of respondents from 28
primary health care facilities in the 11 Local government
areas in Ibadan, who participated in the treatment arm
of a previous randomized control trial (RCT) conducted
between 2014 and 2016 [8]. We did a total of 6 Focus
Group Discussions (FGDs) with three mothers groups
(n = 17), and three primary care providers groups (n =
25) between 6th March and 29th April 2018. In the
RCT, our team trained non-specialist maternal and child
health clinicians (MCHC) to deliver psychosocial inter-
ventions for perinatal depression using the Nigerian
adapted WHO mhGAP intervention guide (mhGAP-IG)
[9]. The 17 mothers who were adolescents when the
RCT was conducted, were no longer adolescents at the
time of the FGDs. Also, while they were diagnosed with
moderate to severe perinatal depression during the RCT,
all had recovered from their depression at the time of
the present study. The number of participants per group
ranged between 5 and 9, as indicated in Table 1. All par-
ticipants were above the age of 18 years at the time of
the interview and gave written informed consent to par-
ticipate in the study. The mother groups were conducted
separately from the care provider groups. Incentives of
approximately $15 united states dollars were given to all
Table 1 Study participants according to groups
Women group 1 (n = 5) those who completed 8 sessions of treatment
Women group 2 (n = 7) those who completed 6 sessions of treatment
Women group3 (n = 5) those who completed ≤ 2
Provider group 1 (n = 8) Heads of ANC facilities who are midwives
Provider group 2 (n = 9) Intermediate level clinicians
Provider group 3 (n = 8) A mix of the various cadres of clinicians
including junior, intermediate and heads
of facilities
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participants. The study was approved by the University
of Ibadan/University College Hospital Institutional ethics
review committee.
Semi-structured interview guide
Guided by the themes of the behavioral model for vul-
nerable populations [7], authors OG and LK designed a
semi-structured question guide, to explore predisposing,
enabling, need and outcome factors of health care use of
adolescents with PD. Their health behaviors were also
investigated (see Table 2). Our use of a semi-structured
design removed the restriction implicit in the use of
closed-ended questions [22] and allowed for the use of
probes for necessary explorations. The guide questions
draw on the experiences of participants during the trial
and form the basis of this paper. The interview guide
was initially written in English and later translated to the
Yoruba language. The Yoruba version of the interview
guide was necessary to ensure a better understanding of
the concept under study by participants.
Data collection
Participants were contacted on the phone and invited to
participate in the FGDs. As presented in Table 1, the
mothers were selected according to their participation in
the RCT specifically, to capture variations of experiences
of care, from mothers who dropped out of the RCT
treatment at various stages and those that completed
treatment. Likewise, the care providers were identified
based on their years of experience in order to obtain a
variety of views based on years of practice. The FGD ses-
sions were conducted in a seminar room at the Univer-
sity of Ibadan within a period of 3 weeks. The choice of
venue was influenced by considerations of participant re-
laxation and safety, as well as its centrality to public
transportation. LK, facilitated the FGDs and DA a re-
search supervisor with 4 years of experience in qualita-
tive study was the timekeeper/notetaker. In all the group
discussions, LK declared to participants that she was not
from a medical background, and this proved valuable
because participants were able to let down their guard
and relax during the discussions. (making the data rich
and minimizing bias). Data collection and data analysis
occurred simultaneously to ensure that all themes were
exhaustively explored. FGDs were conducted and satur-
ation of themes was achieved after the sixth group. The
FGDs lasted between 70 and 90 min, and all were tape-
recorded and transcribed. Two bilingual interpreters
translated from Yoruba to English individually, and then
came together to resolved discrepancies through
consensus.
Conceptual models
The Behavioral Model for Vulnerable Populations (Fig. 1
[7];) guided the exploration during the FGDs and the
analysis. This was based on the assumption that several
factors determine the use of services [1, 2]. In Table 2,
we present the main features of this model.
Data analysis
All transcripts were analyzed using content analysis of
themes that emerged from the FGDs [5]. Interpretation
of the text data was guided by our conceptual model.
This was achieved through the systematic classification
process of coding and avoidance of preconceived cat-
egories [15]. This allowed for inductive categorization
development according to themes and the emergence of
insights into the data [15, 19]. Initial primary codes were
created by LK from the interview guide under the the-
matic headings and then applied to the transcriptions.
LK and DA independently coded the texts that reflect
the utilization pattern of the then adolescents. Dissent-
ing codes were resolved through consensus. Emerging
recurrent themes were managed to avoid repetition. LK
who holds a Ph.D. in medical sociology, and currently a
senior research fellow, and an adjunct associate profes-
sor of Sociology, with years of experience in the conduct
and analysis of qualitative interviews carried out the data
analysis. Her social science background influenced the
entire process of analysis to ensure objective in reporting
of study findings. The interpretation of results carried
out by LK, IB, DA, AB, PYC and OG (who had various
background), thus allowing for the unbiased presentation
of the data findings. This analysis led to the development
of a descriptive account focused on identifying key vari-
ables and bringing out the range and diversity for each
subject heading [23].
Results
We contacted 24 mothers, and while all accepted our in-
vitation to participate in the FGDs, only a total of seven
teen (71%), actually took part in the interviews. For the
care provider groups, we contacted twenty-six (26) per-
sons on the phone, out of which one, declined our
Table 2 Conceptual themes and definitions (derived from the
Behavioral Model for Vulnerable Populations)
Conceptual themes Definitions
Predisposing factors Demographic, health beliefs and other factors
prompting their utilization of health facilities
Enabling factors Personal, family and health care resources
available to the women during their pregnancy
Need factors Perceived and evaluated health
Health behavior Personal health practices
Outcome factors Satisfaction with care and other effects of
service use
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invitation to participate at the last minute because of an
emergency work commitment resulting in 96% participa-
tion. The care providers were comprised of 3 men whose
views did not differ from those of the women and nei-
ther was there any obvious gender tension during the
FGDs. The results are organized below according to the
constituent factors of the Behavioral Model.
Predisposing factors
The demographic details of the participants are shown in
Table 3. The mean age of the mothers was 22 ± 1.1 years,
and their mean years of education (highest level of educa-
tional attainment) was 11.2 ± 1.7 years. Most of the
mothers (11) and their partners (13) were low-income
earners. The Maternal and Child Health care (MCHC)
providers had a mean age of 49 ± 4.8 years; the majority
were female and married. All the adolescents reported that
care for their pregnancies was the reason they made their
first visits to the clinics. Analysis of the FGD transcripts
revealed some key findings to support, illustrate and illu-
minate the ideas and experiences of participants [25].
Health beliefs
All FGD participants (mothers and providers), reported
that the primary reason the mothers attended clinic ap-
pointments for the treatment of perinatal depression
was the perceived usefulness of the care received for the
condition. All of the mothers reported no knowledge of
having depression before they visited the antenatal
clinic (ANC), where they were recruited into the trial
following screening for depression. Their reports specif-
ically showed they lacked the awareness of the nature of
depression and its symptoms, which they mostly thought
to be normal features of pregnancy.
Enabling factors
We present the enabling factors of healthcare utilization
of the FGD participants with a focus on the mothers’ ex-
periences as they interacted with service and clinic staff.
The women reported the availability of care for perinatal
at the primary care level was an essential enabling factor
in healthcare utilization for the adolescents.
“I met matron [name] and she gave me hope. She
told me I had a sickness of the mind that made me
sad… and that I will get better with time and I did.
I like her a lot” (FGD Mothers group 1).
The mothers described how they overcame self and
social stigma relating to their early pregnancy to access
available care. They reported that increased visits to the
health facility resulted in improved clinical conditions,
which encouraged their continuing use of healthcare
services.
Fig. 1 Behavioural model of health service use by adolescents with perinatal depression
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“…I was in a bad state when I went to the clinic… I
thought my life was over. However, the more I visited
the clinic and talked to the matron, the better I felt”.
(FGD, Mothers group 1).
Social support
Many of the mothers reported low social support which
was however still an enabler to use of service.
“My mother showed me very little support and was
not happy about my pregnancy…but she would
make sure I go the clinic…”. (FGD, Mothers group
1)
“My mother followed me to the clinic only once”
(FGD, Mothers group 3)
Providers reported as very essential, the mhGAP train-
ing they received on the management of perinatal
depression before the trial, which quipped them with the
knowledge to manage the condition. The training not
withstanding about half of the providers expressed
openly disparaging views about the difficulties of man-
aging adolescent mothers, and endorsed a justification
for the low social support they received from relatives
during their pregnancies.
“Many of these girls are irresponsible and promiscu-
ous and do not listen to parents …it is no wonder
that they receive very little support from relatives.
They need to learn the hard way.”
(FGD, Care provider group 2)
The informational support the mothers received
from the care providers was rated as very helpful to their
understanding of the symptoms of depression. Though
majority of the mothers expressed appreciation for avail-
able health care services for perinatal depression at the
primary care clinic level, many reported stigmatizing at-
titudes of other clinic staff and junior nurses (who typic-
ally had no training in the management of perinatal
depression, and were not part of the previous trial).
These junior nurses were usually in charge of conduct-
ing physical examinations of pregnant mothers at the
primary care clinics, before they are seen by more expe-
rienced nurses. Stigma experienced by the adolescent
women, described as being sometimes subtle, was mani-
fested through negative attitudes and behaviors. Exam-
ples included receiving sharp answers to questions asked
during a physical examination, or overt statements of
negative stereotypes such as telling a patient she was too
young to get pregnant. The mothers reported passive
and active strategies of coping with the negative atti-
tudes of such the clinic staff. In the excerpt below, a par-
ticipant recounted a case with a junior nurse who was
not part of the RCT.
“I had a bad experience one day with a nurse
[name]. She was the one that checks everyone to see
if the babies are breathing, nurse [name] was always
rude to young people. She told me that I got preg-
nant when my mates were in school… I felt very
worthless …, yet I answered back and told her she
was a bad person. I refused to let her attend to me
after that day”. (FGD, Mothers group 2).
Others recalled how they ignored negative remarks to
continued clinic visits despite the unpleasantness of
some staff.
“I continued going to see matron and didn’t pay too
much attention to discouraging comments from
people…”. (FGD, Mothers group 3).
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“As for me, I just faced what I went to the clinic
for…”. (FGD, Mothers group 3).
“I went to the clinic only when i am sure [the]
matron was on duty”. (FGD, Mothers group 1).
The care provider groups likewise pointed to difficul-
ties with clinic structure, particularly on ANC days when
the mothers made appointments for both routine peri-
natal and depression care to reduce the frequency of
travel to the clinics. Many of the mothers reported ANC
days as difficult, with long waiting times. Patients
expressed dissatisfaction with the practice of being called
only once, or not loud enough when it is their turn to be
attended to by the clinician. This practice often led to
the patient missing their allotted positions in the queue.
“Going for ANC was a big problem. The lines were
long and the record clerks called our names only
once. If you missed when your name was called, then
you might have to wait a long time…”. (FGD,
Mothers group 3).
Although the reports of the providers corroborated
systemic care delivery shortcomings relating to human
resource limitations, they attributed aspects of poor care
quality to the difficulties of working with adolescents.
“Those young girls are very rude and difficult to at-
tend to. They are very disrespectful”. (Care provider
group 1).
Though all the mothers rated the perceived usefulness
of treatment they received for depression as high, the
FGDs with providers reflected a lack of sympathy and
frustration in caring for adolescents with PD. They de-
scribed adolescents with PD as more “annoying” because
of the symptoms of depression that made them socially
withdrawn.
However, despite significant examples of stigmatizing
behaviors, the mothers reported positive patient and
clinician relationships with the trained care providers
who managed their depression (that is those trained dur-
ing our RCT).
Need factors
The mothers reported perceived heightened need to
continue in treatment after the diagnosis of their depres-
sion. This was facilitated by the support they received
from their MCHC providers despite some of their un-
pleasant experiences they reported from the clinics.
“The matron that took care of me was very nice to
me…”. (FGD, Mothers group 3).
Health behavior
The providers’ accounts depicted many adolescents in a
degrading manner as having poor personal hygiene prac-
tices that sometimes made physical examination un-
pleasant. One care provider noted,
“Many of those girls are very dirty. When you want
to examine them, they smell”. (FGD Care provider
group 3).
The mothers reported relatively few recommended
health practices, although health talks were given to
them regularly by their providers. About half of the
mothers indicated being aware of the need to have ad-
equate sleep. Four reported walking about an hour per
day not intentionally for exercise but mainly to run er-
rands. Many reported having very few food choices as a
result of poor social and economic circumstances. The
MCHC clinicians in their account also related that gen-
erally, adolescents have poor health practices because of
lack of autonomy:
“…it can be difficult for someone young to enforce
anything at home because they are not autono-
mous.”. (FGD Care Provider Group 1)
Outcome following the receipt of care
There was consensus across the mothers’ FGD groups
on satisfaction with the care, and engagement with
health care services. All mothers interviewed had recov-
ered from their depression.
Discussion
In this study, we explored factors that may promote or
hinder the use of health care services by adolescents ex-
periencing perinatal depression. We used the Behavioral
Model for Vulnerable Populations, that allows for a sys-
tematic exploration of developmental and contextual is-
sues that may be of particular relevance when considering
adolescents’ engagement with the health service in a
resource-constrained setting. In health care services pro-
vided to support the mental health of adolescent mothers
with depression, we identified evidence of stigma among
providers, which had the potential to reduce the service
use of perinatal adolescents.
The main predisposing factor to engaging with service
by the adolescents was health beliefs about pregnancy
and the perceived benefits of health services [26]. The
mothers were generally unaware of their depression be-
fore being screened in the clinic and found to be de-
pressed therefore, the availability of services for perinatal
depression in primary care enabled them receive care for
the condition. The subsequent interaction with the pro-
viders and informational support given to them led to an
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informed health belief about depression and the need to
receive care for the condition.
The service environment was often discouraging, with
long queues and stigmatizing attitude by many of the
providers. In the clinic, the stigma was about both their
early pregnancy and their depression. Untrained clinic
staff labeled, devalued, stereotyped, and degraded young
mothers, thereby undermining the primary goal of the
provision of high-quality patient-centered health services
by healthcare professionals. According to previous stud-
ies, social stigma towards adolescent pregnancy (experi-
enced at home and at the clinics by the women) is
rooted in cultural values and negative stereotypes which
translate adolescent pregnancy into a stigmatized iden-
tity [6]. Training received by care providers in the man-
agement of depression prior to our RCT, was helpful to
their engagement with the young mothers to manage
the condition, but not entirely on their attitude towards
adolescent pregnancy. We found that family resources
like parental support were often absent for young
mothers, and family members conveyed disapproval for
the unplanned and unwanted pregnancies by providing
little support for young girls during the perinatal period.
However, despite the vulnerability and demanding per-
sonal circumstances of many adolescents, they employed
different coping strategies to use available health care
services and deal with social stigma at the care facilities.
Individual resilience was an important enabling factor
that facilitated their continued use of treatment facilities
[16, 17, 27].
Limitations
The use of a semi structured interview guide in this study
has the potential weakness of omitting some important
and salient areas. This limitation is mitigated by the bene-
fits of framing interviews and analyses based on a robust
model of health services use. We also allowed for novel
themes to emerge beyond those framed by our conceptual
model. This limitation notwithstanding, our study pre-
sents a set of obstacles and opportunities to target health
service interventions to improve the utilization of care by
adolescents with perinatal depression.
Conclusion
This study identified predisposing, enabling, and hinder-
ing factors to service utilization by adolescent mothers.
We found that even though negative attitudes at home
and in the treatment facilities were potential barriers,
nevertheless adolescent mothers displayed a commend-
able level of resilience to cope with both their adverse
social circumstances and the less than optimal service
environment. We also found evidence that training care
providers in the management of perinatal depression
had an impact in their engagement with depressed
young mothers. Our results highlight the need for im-
provement and more supportive health care delivery en-
vironments for pregnant adolescents to reduce barriers
to care.
Supplementary information
Supplementary information accompanies this paper at https://doi.org/10.
1186/s12884-020-02970-4.
Additional file 1. Responding to the challenge of adolescent Perinatal
Depression (RAPID) Focus Group Discussions for Adolescent mothers.
Semi-structured interview guides, framed by themes of the Behavioral
Model for Vulnerable Populations, developed to obtain views of partici-
pants on the factors that promote or hinder help-seeking and engage-
ment of young mothers.
Additional file 2. Responding to the challenge of adolescent Perinatal
Depression (RAPID) Focus Group Discussions for Care providers. Semi-
structured interview guides, framed by themes of the Behavioral Model
for Vulnerable Populations, developed to obtain views of participants on
the factors that promote or hinder help-seeking and engagement of
young mothers.
Abbreviations
PD: Perinatal Depression; RCT: Randomized Control Trial; LMICs: Low and
Middle Income Countries; ANC: Antenatal Clinic; FGD: Focus Group




LK wrote the first draft of the manuscript with inputs from IB and OG. LK
and DA collected the data, LK led the analysis of the results, and IB, DA, AB,
JA, NF, PYC and OG contributed to interpretation of the results. LK, IB, PYC,
OG contributed to the production of the drafts of the manuscript. AB, IB,
PYC, OA and BDO critically reviewed the article. All authors have read and
agreed to the content of the final draft and are accountable for all aspects of
the accuracy and integrity of the manuscript.
Funding
This work was supported by a research grant from Innovating for Maternal
and Child Health in Africa/International Development Research Centre
Canada (Grant number: 108552). The funder had no role in the design,
analysis, interpretation of results, or preparation of this paper.
Availability of data and materials
The data that support the findings of this study are available from the
corresponding author but restrictions apply to the availability of these data,
which were used under license for the current study, and so are not publicly
available. Data are however available from the authors upon reasonable
request and with permission of the corresponding author.
Ethics approval and consent to participate
All procedures performed in studies involving human participants were in
accordance with the ethical standards of the Helsinki declaration and its later
amendments or comparable ethical standards. The approval for the study
was given by the University of Ibadan/University College Hospital
Institutional ethics review committee (FWA 00002499). All participants were
above the age of 18 years at the period of the interview and all gave written
informed consent to participate in the study.
Consent for publication
Not applicable. This article do not contain any individual person’s personal
information.
Competing interests
All contributing authors declare that they have no conflict of interest.
Kola et al. BMC Pregnancy and Childbirth          (2020) 20:294 Page 7 of 8
Author details
1Department of Psychiatry, College of Medicine, University of Ibadan, Ibadan,
Nigeria. 2Department of Sociology and Psychology, Faculty of Social
Sciences, Lead City University, Ibadan, Nigeria. 3Department of Psychiatry
College of Medicine, WHO Collaborating Centre for Research and Training in
Mental Health, Neurosciences and Drug and Alcohol Abuse, University of
Ibadan, Ibadan, Nigeria. 4Departments of Family Medicine, University of
Washington, Seattle, USA. 5Psychiatry and Behavioral Science, University of
Washington, Seattle, USA. 6Global Health, University of Washington, Seattle,
USA. 7Department of Psychology, Carleton University, Ottawa, Ontario,
Canada.
Received: 21 September 2019 Accepted: 23 April 2020
References
1. Aday LA, Andersen RM. Health care utilization and behavior, models of.
Wiley StatsRef: Statistics Reference Online. 2014.
2. Andersen RM. Revisiting the behavioral model and access to medical care:
does it matter? J Health Soc Behav. 1995;1:1–10.
3. Baryamutuma R, Baingana F. Sexual, reproductive health needs and rights of
young people with perinatally acquired HIV in Uganda. Afr Health Sci. 2011;
11(2):211–8.
4. Dinwiddie KJ, Schillerstrom TL, Schillerstrom JE. Postpartum depression in
adolescent mothers. J Psychosom Obstet Gynecol. 2017;1:1–8.
5. Downe-Wamboldt B. Content analysis: method, applications, and issues.
Health Care Women Int. 1992;13(3):313–21.
6. Ellis-Sloan K. Teenage mothers, stigma and their ‘presentations of self’. Soc
Res Online. 2014;19(1):1–3.
7. Gelberg L, Andersen RM, Leake BD. The behavioral model for vulnerable
populations: application to medical care use and outcomes for homeless
people. Health Serv Res. 2000;34(6):1273.
8. Gureje O, Oladeji BD, Araya R, Montgomery AA, Kola L, Kirmayer L, Zelkowitz
P, Groleau D. Expanding care for perinatal women with depression
(EXPONATE): study protocol for a randomized controlled trial of an
intervention package for perinatal depression in primary care. BMC
Psychiatry. 2015;15(1):136.
9. Gureje O, Oladeji BD, Montgomery AA, Araya R, Bello T, Chisholm D,
Groleau D, Kirmayer LJ, Kola L, Olley L, Tan W. High-versus low-intensity
interventions for perinatal depression delivered by non-specialist primary
maternal care providers in Nigeria: cluster randomised controlled trial (the
EXPONATE trial). Br J Psychiatry. 2019;215:528–35.
10. Hatzenbuehler ML, Phelan JC, Link BG. Stigma as a fundamental cause of
population health inequalities. Am J Public Health. 2013;103(5):813–21.
11. Holmes W, Goldstein M. “Being treated like a human being”: Attitudes and
behaviours of reproductive and maternal health care providers; 2012.
12. Ibrahim N, Amit N, Shahar S, Wee L-H, Ismail R, Khairuddin R, et al. Do
depression literacy, mental illness beliefs and stigma influence mental
health help-seeking attitude? A cross-sectional study of secondary school
and university students from B40 households in Malaysia. BMC Public
Health. 2019;19(4):544.
13. Kaye DK. Negotiating the transition from adolescence to motherhood:
coping with prenatal and parenting stress in teenage mothers in Mulago
hospital, Uganda. BMC Public Health. 2008;8(1):83.
14. Kennedy EC, Bulu S, Harris J, Humphreys D, Malverus J, Gray NJ. “Be kind to
young people so they feel at home”: a qualitative study of adolescents’ and
service providers’ perceptions of youth-friendly sexual and reproductive
health services in Vanuatu. BMC Health Serv Res. 2013;13(1):455.
15. Kondracki NL, Wellman NS, Amundson DR. Content analysis: review of
methods and their applications in nutrition education. J Nutr Educ Behav.
2002;34(4):224–30.
16. Kumar M, Amugune B, Madeghe B, Wambua GN, Osok J, Polkonikova-
Wamoto A, Bukusi D, Were F, Huang KY. Mechanisms associated with
maternal adverse childhood experiences on offspring’s mental health in
Nairobi informal settlements: a mediational model testing approach. BMC
Psychiatry. 2018a;18(1):381.
17. Kumar M, Huang KY, Othieno C, Wamalwa D, Madeghe B, Osok J, Kahonge
SN, Nato J, McKay MM. Adolescent pregnancy and challenges in Kenyan
context: perspectives from multiple community stakeholders. Glob Soc
Welfare. 2018b;5(1):11–27.
18. Mannava P, Durrant K, Fisher J, Chersich M, Luchters S. Attitudes and
behaviours of maternal health care providers in interactions with clients: a
systematic review. Glob Health. 2015;11(1):36.
19. Mayring P. Qualitative Content Analysis Forum Qualitative Sozialforschung.
Forum Qual Soc Res 2000;1(2), pp. 200.
20. Mbeba RM, Mkuye MS, Magembe GE, Yotham WL, Obeidy Mellah A, Mkuwa SB.
Barriers to sexual reproductive health services and rights among young people in
Mtwara district, Tanzania: a qualitative study. Pan Afr Med J. 2012;13(Suppl 1):13.
21. Oladeji BD, Bello T, Kola L, Araya R, Zelkowitz P, Gureje O. Exploring
Differences Between Adolescents and Adults With Perinatal
Depression—Data From the Expanding Care for Perinatal Women With
Depression Trial in Nigeria. Front Psychiatry. 2019;10.
22. O’Nyumba T, Wilson K, Derrick CJ, Mukherjee N. The use of focus group
discussion methodology: insights from two decades of application in
conservation. Methods Ecol Evol. 2018;9(1):20–32.
23. Ritchie J, Lewis J, Nicholls CM, Ormston R, eds. Qualitative research practice:
A guide for social science students and researchers. Sage; 2013.
24. Salazar-Pousada D, Arroyo D, Hidalgo L, Pérez-López FR, Chedraui P.
Depressive symptoms and resilience among pregnant adolescents: a case-
control study. Obstet Gynecol Int. 2010;2010:952493.
25. Sandelowski M. Focus on qualitative methods. The use of quotes in
qualitative research. Res Nurs Health. 1994;17(6):479–82.
26. Shambe IH, Pam VC, Enokela MA, Oyebode TA, Daru PH, Gyang MD, Gyang BZ.
Choice of place of antenatal care among women of reproductive age in a semiurban
population in northcentral Nigeria. Trop J Obstet Gynaecol. 2018;35(1):54–7.
27. SmithBattle LI. Reducing the stigmatization of teen mothers. MCN Am J
Matern Child Nurs. 2013;38(4):235–41.
28. United Nations Population Fund. Motherhood in childhood: facing the
challenge of adolescent pregnancy. UNFPA; 2014.
29. World Health Organization. Consolidated guideline on sexual and reproductive
health and rights of women living with HIV: World Health Organization; 2017.
30. White Ribbon Alliance. Respectful Maternity Care: The Universal Rights of
Childbearing Women. 2011; Available from: http://whiteribbonalliance.org/
wp-content/uploads/2013/10/Final_RMC_Charter.pdf.
31. World Health Organization. Delivering quality health services: a global
imperative for universal health coverage: World Health Organization; 2018.
Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.
Kola et al. BMC Pregnancy and Childbirth          (2020) 20:294 Page 8 of 8
